development which is his built-in corset to protect his spine from the heavy manual insult which it is likely to suffer on return to work. I suggest that we must change our fundamental thinking in order to reduce sickness absence. We shall achieve this by getting the right man to do the right job.
Dr D A Brewerton (Westminster Hospital, Lonidoni SWI): I would like to say something about the inadequacy of communication between hospital doctors and the departments of occupational health that already exist in industry. When I have a patient whose return to work will be a problem I always get an excellent service if I know that there is an occupational health organization at his firm. Regrettably, I usually do not find this out and it is obviously mainly my fault for not asking. But in the reverse direction, although I have a personal interest in vocational resettlement, and many problem patients, I have never been approached by an occupational health department at any time during the past ten years. Surely this lack of communication is wrong and needs discussion.
Just as we give cards to patients receiving steroid therapy, would it be possible for occupational health departments to give cards to all employees setting out details of their jobs and explaining with whom we should communicate when we have a problem concerning a patient's work or his return to it? This would go a long way towards improving communication between hospital and industry. Dr Herford: I have had many years' experience of people who have visited departments of physiotherapy; some of these are admirable but some are a waste of time. A patient may be off work three times a week, sometimes over a period of many months. He will spend a lot of time going to the hospital, and in waiting, he may get chilled before he goes and chilled when coming back, and whilst he is at the hospital he will be 'hotted-up'. After he has done this for several months he will say that it was not doing much good. When asked why he goes, he replies they seem to want him to go and that it was quite a pleasant way to pass the time! My second point concerns the incentive to recovery. Whenever one hears of so many factors being brought into play one uses the magical word 'multifactorial'. When a thing is multifactorial there is always the element of attitudes of mind. In this connexion there is a centre called Farnham Park where Mrs Molly Jones did some remarkable work. In many cases the people coming to the centre did not want to recover. They were fed up with their job and were determined to stay 'relatively unrecovered'. Mrs Jones had a remarkable way of designing machines which would recover the necessary part, whilst enabling them to do something else which would completely distract their attention; for example, in turning the leg of a chair they would recover the use of an ankle by using a lathe. It was generally observed that many of the patients recovered to an extent which enabled them to do work of a higher order than the work they were doing before they were injured. In addition they learned a great deal of craft work and were able to show off their work with pride. This form of rehabilitation did much more than merely rehabilitate someone to do a mechanical job, it developed them socially and creatively. That is an element which could well be taken into account with regard to physical medicine. I believe that if the creative element in physical medicine could be brought in rather more, it would do something towards meeting the needs of industry.
A third point concerns a more definite attitude of patients towards doctors' certification. I have had many discussions with patients on why they had not returned to work. On numerous occasions they say that the doctor will not permit them to do so; they think that because he has given them a certificate he is definitely unwilling to allow them to return to work. They are often grateful to discover that it is clear the doctor has not sent them back to work because of what they told him. They go back and tell him something else and then return to work. The attitude of both doctor and patient to certifications needs to be improved to include more of the diagnostic educational element. Dr C J Goodwill (Brook General Hospital, London SE18): Many patients will not return to work until they have had their last hospital appointment. It would be simple to put on all outpatient notes the patient's occupation and whether he is or is not at work. This will not always be filled in but it would mean that every time we looked at a sheet of outpatient notepaper (obviously this is of no help to practitioners) the matter would be brought to our attention. We all know that the physiotherapy given to outpatients is not efficient; one cannot see all patients referred for treatment. I make a rule (not always observed) that treatment should only continue for a month at a time, and I am sure many hospitals do the same. However, until we can convince the Regional Boards that money must be spent on rehabilitation we shall not progress. I speak from the point of view of the south east London suburbs, where there are virtually no facilities for handling this type of patient. In this connexion, I should like to ask for a study of the cost of not rehabilitating patients. Employers would then find it worth their while to spend a few tens of thousands of pounds in order to do just that.
Dr Hodgkin: I agree with Dr Murray about the need for improving the flow in the direction of health to work, but there is a simple practical solution. We have talked a great deal about communications. I cannot see why the government cannot provide a simple card that is held by the patient. When he first visits his doctor, the GP must indicate the diagnosis and expected time off thus: 'This man has a cold: expected time off work, one week.' If a patient has a fracture and visits the hospital the specialist must see the patient on the first visit, indicate the diagnosis and say how long he expects that the man will be off work and whose responsibility it will be to sign him back to work. All these things would be seen by the patient because it would be on his card. Some patients might even take a pride in getting a clean card. They would know what was on their card all the time. Those who had been sick ten times in three months might feel a little ashamed. The employee, or anyone else, could look at the card and people would know why the card was being looked at. This would provide a simple and practical way of bringing pressure to bear on a patient without saying anything and would achieve far more than certificates as well as saving the cost of printing them.
Dr Kearns: At the beginning of the meeting I pointed out that there are very few occupational medical departments. Merely to wait for them 'to make themselves known' is to ignore the great majority of people at work, for whom the profession as a whole must care. From today's industrial viewpoint, there is rarely a conflict between the medical interests of the individual, industry, and the total community, and there is no difference in medical ethics between wartime and now. In war it was justifiable to provide cannon fodder. That far exceeded the demand upon our conciences today. There is evidence that workers in British industry work longer hours than those in other countries, but are less productive.
Doctors are no exception. The National Health Service employs approximately 750,000 people. As technocrats, we can demand more capital from the State for equipment, but we have complacently listened to speakers who argue that we are inefficient. If we were in a private industry we would be pilloried by our shareholders. It is all very well to say 'I am not communicating, but then I'm busy!' We are all in industry and must accept the Duke of Edinburgh's exhortation to pull our finger out.
